Mr Mimpriss and I feel that a urological department should be centred round an outpatient endoscopic unit equipped to perform all endoscopic investigations and minor forms of endoscopic treatment under general anesthesia in conditions of operating theatre sterility. The push, squirt and groan of cystoscopy behind the curtain of an out-patient clinic should, we think, be things of the past.
The endoscopic unit planned for the new hospital is shared with bronchoscopic and outpatient theatre work, and is arranged so that we can if necessary use it for six sessions a week. This seems adequate for our needs and avoids wasting space when we are not using it.
The plan of the endoscopic unit is shown in Fig 1. There are four theatres, two large (20 x 20 ft) and two small (18 x 18 ft). One of the larger theatres is to be equipped for all X-ray investigations, the other for out-patient general surgical work, and the two smaller ones for more routine endoscopic manoeuvres.
We do not feel it necessary to modify standard ward or theatre planning to accommodate urological work except perhaps in the field of renal transplantation, but we do not yet know what modification will be necessary for this purpose.
The relationship between the X-ray and urological departments is of great interest. I have recently seen many departments in this country and a few in the U.S.A. and Canada, and customs vary widely. We feel that there is more to be gained by close co-operation with a large and active X-ray department than by trying to run our own X-ray department; it seems likely that new X-ray techniques can be assessed and applied more rapidly to our patients by taking advantage ofour colleagues' expertise rather than endeavouring to embrace this field ourselves. This also applies to biochemistry and bacteriology. In the new diagnostic unit in the Victoria Infirmary we have recovery rooms for male and female patients. Each has three couches, which can be curtained off. Each room has changing cubicles and lockers for the patients' clothes. There is usually no difficulty in doing 15 cases in one session and the lists do not require to be arranged according to sex. If 4 male patients occur in succession the first is ready to go before the fourth requires to occupy the couch.
With a total of about 1,000 cystoscopic examinations in a year these recovery rooms are in use on only two days each week. They also serve as examination rooms at the ordinary outpatient clinics. A small consulting room is placed between the two recovery (or examination) rooms and is connected with them. The history is taken in the consulting room and the patient is then transferred to the examination room.
The only problem was to find a couch suitable for two purposes. The Daniel couch has proved to be very satisfactory. It 
